We examined characteristics, responses, and psychological well-being of care partners who support and assist older adults recently diagnosed with mild cognitive impairment (MCI). Design and Methods: Based on a sample of 106 care partners of community residents diagnosed with MCI at memory clinics, we conducted face-to-face interviews including scales and open-ended questions. Measures tapped elements of the caregiver stress process model advanced by Pearlin and associates (1990, Caregiving and the stress process: An overview of concepts and their measures. The Gerontologist, 30,[583][584][585][586][587][588][589][590][591][592][593][594], including background characteristics, knowledge and attitude resources, stressors, strains, and protective conditions. The outcome was psychological well-being as indexed by depressive symptoms. Results: Care partners' depressive symptoms were higher in the context of poorer health, lower perceived importance of religion, less knowledge about dementia, being more bothered by the older adult's MCI symptoms, having a lower sense of environmental mastery, more perceived burden, more frequent use of coping strategies, and more social support. Narratives revealed multiple dimensions of stress, strain, and frustration, regardless of the level of depressive symptoms. Implications: Assisting a relative with MCI presents new and complex challenges, even though it is an early caregiving role. Care partners likely would benefit from strategies aimed at reducing self-blame, enhancing coping skills, sustaining their sense of mastery, managing their health, seeking and accepting respite, and communicating effectively with the person with MCI and significant others.
One of the newer concepts of age-related memory deficit is mild cognitive impairment (MCI). According to the medical definition and diagnostic criteria, MCI reflects self-reported changes in cognitive function that do not necessarily interfere with everyday activities (Petersen, 2004) . Many physicians view MCI as a transitional phase between normal cognitive aging and dementia, although data regarding the actual conversion rate to Alzheimer's disease (AD) or other dementias are inconclusive. Because health care professionals are unclear about the diagnosis and prognosis of MCI, they are unable to provide specific information and advice. Not knowing what changes the future may hold creates an ambiguous situation for family members. Although much has been written about concerns and needs of caregivers of persons with mid-and late-stage AD, few studies have focused on those who help persons with MCI (PWMCIs).
The trajectory of family care for a relative with memory loss typically evolves over a number of years. It includes assuming new roles and responsibilities and involves recurrent redirection and reorganization of family life (Aneshensel, Pearlin, Mullan, Zarit, & Whitlatch, 1995) . Although the shift from support given as part of the normal exchange of assistance among family and friends to more intentional help with managing memory problems often is nebulous, the degenerative progression of most memory disorders leads to escalating dependencies that place stressors and strains on persons providing care. The nature of the care demands and the frequency, type, and magnitude of the stress and strain experienced affect caregivers' psychological well-being ( Aneshensel et al.) .
Examining care-related outcomes among families dealing with MCI is important because longitudinal research shows that problems appearing early in the care cycle have long-term implications for caregivers' psychosocial outcomes such as burden and depression (Gaugler, Kane, Kane, & Newcomer, 2005) . Research on families caring for relatives with AD may not be relevant to those just beginning to cope with MCI, who may have different concerns and needs. Researchers and practitioners lack a comprehensive understanding of how relatives of persons with MCI respond to this diagnosis and its impact on their daily lives and well-being.
Thus, this research was designed to provide information on family members' initial caregiving experiences. We examined two research questions: (a) How do family members manage behavioral changes resulting from MCI? and (b) What is the impact of having a relative with MCI on care partners' psychological well-being? We used a complementary mixed-method design (Greene, Caracelli, & Graham, 1989 ) that provided opportunities to illustrate and expand family members' answers to structured scales related to issues involved in supporting a relative with mild memory loss.
Our conceptual framework drew upon theory related to stress and coping. According to Pearlin, Mullan, Semple, and Skaff (1990) , caregiving involves four domains of potential influence on health and well-being: the background and context of caregiving, such as caregivers' personal characteristics, relationship with the care receiver, and resources for dealing with the situation; primary stressors as revealed by care receivers' cognitive status and problematic behaviors; secondary role strains; and intrapsychic strains. In addition, stressors and strains, as well as outcomes, can be affected by protective conditions such as coping strategies and social support. Figure 1 depicts our heuristic model of the stress process for relatives of persons with MCI. We used descriptive evidence from scales relevant to the conceptual framework and open-ended questions to address the first research question. For the second, in keeping with the Pearlin framework, we hypothesized that in a regression model, depressive symptoms would be predicted by a combination of risk factors, including poorer health, fewer relevant resources, greater disturbance by memory symptoms and behaviors, lower mastery, higher burden, fewer coping strategies, and less social support. Given the dearth of research on MCI care partners, we also investigated the effects of sex, race, education, religiosity, and relationship to and coresidence with the PWMCI.
Methods

Sample
The sample comprises 106 adults who participated in a longitudinal study of persons with responsibility for assisting persons with MCI. Findings reported in this article are based on the 86 primary care partners (PCPs) with complete data at T1. They resided in Virginia and Illinois and represented a wide range of ages from young adulthood on, although 77% of them were aged 60 years or older. The majority were White women who tended to be well educated, married, in good health, and members of Protestant denominations for whom religion was important. Income was about evenly distributed. Older PCPs tended to be retired or homemakers; younger ones were more likely to be employed. The majority were PWMCIs' spouses or partners, with adult children next in frequency and smaller numbers being PWMCIs' siblings, other relatives, or friends. Most PCPs resided with the PWMCIs. They tended to rate their own health as good or excellent and to report that any existing health problems did not interfere with their daily activities very much (Table 1) .
Procedure
This research was approved by the institutional review boards of Virginia Polytechnic Institute and State University and the participating memory clinics. Initial contact was with any adult aged 60 years or older who met the diagnostic criteria for MCI (Petersen, 2004) , as determined by comprehensive clinical assessment using comparable test batteries, at four hospital-based geriatric clinics. Multiple sites were required to obtain a sufficiently large sample. The PWMCI gave permission to contact the relative or friend who was most involved in their lives and most familiar with their clinic evaluation. Those PCPs were invited to join the study; the participation rate was 52.2%. The lag between diagnosis of MCI and the interview date ranged from 0.5 to 46 months (M = 10.13 10.95 months; 25% were interviewed within 0.5 months, another 25% within 8 months, and another 25% within 14.5 months). PWMCIs' Mini-Mental State Examination (Folstein, Folstein, & McHugh, 1975) scores at the time of our data collection (T1: M = 26.7 2.6 points) and a year later (T2: M = 25.9 3.4 points) indicated stability of MCI across the lag between the original diagnosis and T1 as well as between T1 and T2.
Face-to-face interviews with PCPs were conducted by a clinic social worker or by a doctorallevel research associate in the clinic or PCPs' homes. Interviews began and ended with structured scales; open-ended questions were asked in the middle to reduce participant fatigue with completing forms. The interviewers, who had prior experience with interviewing, were trained for this study by the same investigator and followed a standard protocol; all scales and interview questions were asked in the same order. Additional procedural details appear in a Supplementary Table 1 .
Measures
Background and Resources.-The PCPs' demographic characteristics are shown in Table 1 . Relevant PCP's personal resources were views of aging, knowledge of dementia, and perspectives on formal services and future planning that may be useful if MCI progresses to dementia. The second half of the Expectations Regarding Aging (ERA) Survey assessed beliefs about aging. Higher scores indicate anticipation of more successful aging (Sarkisian, Hays, Berry, & Mangione, 2002) . The Dementia Knowledge Questionnaire (DKQ) measured PCPs' factual understanding of memory loss; a higher score indicates more accurate knowledge (Graham, Ballard, & Sham, 1997) . Participants responded to items concerning attitudes about community services (e.g., Community Service providers do not provide good care; I would rather use community services than ask for help from family) based on Pedlar and Biegel (1999) and Stommel, Collins, Given, and Given (1999) . Lower scores indicate more positive views of using formal services. PCPs reported whether they had taken any steps toward planning for future care needs of the person with MCI (e.g., thought about PWMCI's future abilities and discussed future needs with PWMCI) using four Guttman-scaled items developed by Bromley and Blieszner (1997) and two items about financial arrangements for future care. A higher score indicates completion of more steps. PCPs rated the acceptability of care arrangements (e.g., home care and adult day services) for the PWMCI should more assistance be needed in the future (McAuley & Blieszner, 1985) . A higher score indicates acceptance of more future care options. Psychometric data on all scales from this sample are displayed in Table 2 . Published scale properties are provided in Supplementary Table 2 .
Stressors.-PCPs rated potentially troublesome behaviors associated with MCI on the Revised Memory and Behavior Problems Checklist (RMB-PC; Teri et al., 1992) , noting whether a behavior had occurred and if so, the extent to which they were bothered by it. A higher score indicates greater disturbance from problematic behaviors.
Strains.-Measures of intrapsychic strain included, first, the Environmental Mastery Scale (Ryff & Singer, 1996) . Higher scores signify stronger feelings of mastery and competence. Second, we assessed burden associated with having a feelings; higher scores indicate greater perceived burden.
Protective Conditions.-We examined both coping and social support, which could influence the experience of stressors, strains, or outcomes. The Pearlin and colleagues (1990) coping scale, Management of Meaning, taps three techniques, namely reducing expectations, making positive comparisons, and searching for a larger sense of the situation. A higher value indicates more frequent employment of efforts to cope by managing the meaning of the situation. We ascertained the availability of social support to PCPs with the Social Provisions Scale (Cutrona, Russell, & Rose, 1986 ); a higher score signifies more perceived support.
Open-Ended Questions.-PCPs responded to 12 open-ended questions (see Supplementary  Table 3 ) about symptoms of the PWMCI's memory loss and other health conditions, their own health, awareness of community services, and the future they anticipate regarding changes in the PWMCI's symptoms and care needs. Additional questions addressed whether PCPs were receiving help from others in assisting the PWMCI and their social activities and relationships within their informal support network.
Depressive Symptoms.-To assess psychological well-being, we examined the effects of having a family member with MCI on symptoms of depression using a validated revised version (Blazer, Burchett, Service, & George, 1991) of the Center for Epidemiological Studies-Depression Scale (CES-D; Radloff, 1977) . A higher score indicates the presence of more depressive symptoms during the past week.
Data Analysis
Statistics based on the scales were computed using SPSS ® and Stata ® . Bivariate correlations between the potential predictor variables and depressive symptoms are shown in Tables 1 and 2. Because our sample was relatively small for multivariate analyses, we used an ordinary least squares multiple regression approach with standard error estimates based on 1,000 bootstrap samples. This method provided bias-corrected confidence intervals based on repeated reestimations of the Responses to open-ended questions were recorded and transcribed verbatim, then research team members (the authors, local interviewer, and research assistants) completed multiple readings of the transcripts. We used an open coding process to generate a comprehensive understanding of themes and patterns in the interview data (Bogdan & Biklen, 1998) . Initial topics included PCPs' roles and tasks, coping strategies, emotions, interactions with family and friends, future planning, and comments about MCI. Application of these categories to transcripts resulted in refinement of the coding scheme and recoding of transcripts, a process repeated several times. The final coding scheme contains 41 categories, as shown in Supplementary  Table 4 , each including multiple subcategories. Using the final coding scheme, all transcripts were coded twice by a different research team coder each time. Any discrepancies in coding were discussed and resolved by the team to achieve 100% coding consistency. We used Atlas.ti ® to search for interview segments related to concepts in the conceptual framework and to identify relationships and patterns among the coded themes.
Dependability was accomplished by verifying that transcribed interviews matched the original recordings and by double-coding the transcripts. Peer debriefing occurred during weekly team meetings when interviewers presented cases, coders raised questions about text segments, and team members discussed interpretations of the findings. Credibility and confirmability are evident in the correspondence between the scale data and the in-terview data. Transferability can be inferred in the extent to which the quotations are consonant with other caregiving experiences (Anfara, Brown, & Mangione, 2002) .
Results
We present findings related to the first research question about responses to changes resulting from MCI according to the elements of the caregiver stress process model (Pearlin et al., 1990) . We use quotes from the interview questions to lend insight into scale results. Then, we address the second research question on the impact of having a relative with MCI on PCPs' psychological well-being with regression results.
MCI Care Partner Responses
Care Partner Characteristics and Resources.-Health and the extent to which health interfered with daily activities were significantly correlated with depressive symptoms. The poorer the PCPs' health, the higher their number of depressive symptoms. As shown in Table 2 by comparing obtained means to possible ranges, PCPs tended to hold slightly positive views of aging in general (ERA) and to have at least some knowledge of memory loss symptoms and other aspects of dementia (DKQ). Their average stance toward use of Community Services was below the midpoint of the possible range, indicating low apprehension about such services. On average, PCPs had completed just under half the Planning Steps and revealed a fairly high level of acceptance for various Future Services. Only Community Services Attitudes was significantly correlated with depressive symptoms, indicating that those with more favorable views of services had less evidence of depressed mood. These results reflect responses of persons in the early stages of providing care (Aneshensel et al., 1995) .
Stressors.-The mean score for the RMBPC shows that PCPs are not bothered too much by potentially disturbing behaviors, but the significant correlation indicates that greater disturbance is associated with more depressive symptoms. Responses to open-ended questions revealed the nature of stressors related to the experience of MCI. Our coding yielded four areas of stress: three concerned observed changes in the PWMCI's behavior and the fourth related to the impact of MCI on existing problems.
MCI-related behavioral changes included the PWMCI no longer initiating activities, changing sleep patterns, and perseverating on unpleasant behaviors. For example, several wives were unhappy that their husbands no longer helped with housework and were unacceptably passive. One said, Changes in sleep patterns were also causing stress. A grandson's comment was typical:
A lot of the times his sleep is all messed up. [He will] doze off for two or three hours at a time.
[Grandfather's] sleeping pattern, he has gotten it completely backwards. He can't sleep at night because he sleeps during the day.
Perseverating included a wife recounting how her husband persisted in arguing with his grandchildren as he tried to deny his memory problems, numerous family members citing the frustration of being asked the same question over and over, and a wife being unable to decide whether her husband was teasing her or not as he checks up on her repeatedly. This wife's anecdote is illustrative: I notice that he will pick up a newspaper, and read that same newspaper over and over again, for days. It's like, he has missed something.
A fourth stressful issue involved PCPs' accounts of memory loss compounding previously existing problematic conditions. According to one wife, dealing with MCI is difficult in the context of ongoing marital discord:
When you have a problem in your marriage, then you have a spouse that is now sick with a memory problem, then you have a compound problem. It's one thing if you have this sweet loving relationship for 20 years and then all of a sudden you are sick. We have had a complicated marriage for 20 years and now my husband is sick. Not only is he physically sick, he [has a mental] problem. I don't know what to do with him.
Another wife, whose husband had preexisting physical problems, said, I don't know what is going to be the worst the first, the mind or the physical body, because [husband] has three problems. He has got sugar, he has got [problems with] walking, and he has got a memory thing. So I don't have any idea of what I am going to need, when, and what is going to go first and what kind of help I am going to need.
In a different perspective on compounding of stressors, a daughter who just gave birth, travels extensively for her job, and is looking after her mother with MCI reported, I have so many stresses happening right now . . . just the other day I blew a fuse and lost control. I have had that happen a couple of times. . . . I [had] my first child and my husband is not able to be here . . . my mom comes [to help with the baby]. She is physically somewhat able to lift the baby and so forth, but mentally I am afraid she is going to leave a pot on and the house is going to catch on fire. with the indirect caregiving situation prevalent in this study. Nevertheless, the significant correlations with depressive symptoms suggest that lower mastery and greater burden correspond with poorer mental health. The interviews contained numerous examples reflecting the role and intrapsychic strains suggested by the PCPs' responses to the Environmental Mastery and Burden measures. Role strains involved both family conflict and constriction of social life. A typical instance of family conflict was reported by the grandson mentioned earlier:
Strains
They [other relatives] handle some of his financial stuff, [but] … everybody wants to be the chief, nobody wants to be the Indian. The way I look at it, if you all want to be the chiefs, then get up here and [start] doing some of the dirty work. . . . it's so easy to call the shots over the telephone and say, "I want it done this way, I want it done that way," but they are not the ones up here doing it.
A wife described loss of her social life: I used to have close friends. . . . I have not felt at liberty to do that type of thing or to keep up the correspondence because I just feel that I am needed at home. . . . I don't want to go off and leave him here and go out and have lunch with a lady or something. And most of the time we just basically stay around here.
Intrapsychic strains mainly had to do with feeling frustrated and observing changes in the self considered unacceptable. For example, a wife commented, I just get aggravated and scream, lots of times, because he won't cooperate. And then, I get very, very angry. And, I don't like that, because that has never been a part of me. So, that has been my biggest problem. I guess it's because, all of my life, things have been in control. And, now they are not.
Another wife was also bothered by undesirable changes in herself:
There are a lot of things that he will ask me over and over and over, the same thing . . . and I am short, and I feel real bad about it after. . . . I think, "Well, he can't help this, and [now] he thinks I don't care about him."
Protective Conditions.-Regarding situational dimensions that could affect the MCI experience, the mean for Management of Meaning was above the scale midpoint, signifying fairly frequent use of those coping strategies, and the significant correlation indicates that those who attempt to make meaning of the situation more frequently also have more depressive symptoms. The high mean for Social Provisions revealed that the majority of PCPs had multiple forms of support readily available to them. Social support was not correlated with depressive symptoms.
Again, interview data complement and extend these scale data. Regarding Management of Meaning, some PCPs sought information about memory loss to understand the condition and the changes they might expect in the future. A wife stated: In discussing social support, PCPs mentioned the value of relatives most frequently, but relationships with friends and neighbors also offered crucial instrumental assistance and emotional encouragement. One of the wives commented:
We have wonderful friends and [son] is always there, and we couldn't ask for any better. The people at church have offered to bring meals to us. . . . And, of course, the neighbors . . . one of them that lived downstairs moved last August, and I hated to see her go because she really kept check on both of us.
Moreover, it was troublesome for PCPs when family members or friends were missing from their social support network. The grandson PCP told us that only his fiancée provided him with support. "Really, I don't have any interaction with truemost people have a best friend-I don't even have any best friends. . . ."
Predictors of MCI Care Partner Well-Being
In order to understand the mechanism of the stress process, we used a stepwise analysis approach by entering sets of variables in blocks according to the sequence suggested by the conceptual framework shown in Figure 1 . We started by considering the effects on intrapsychic strains (i.e., Environmental Mastery and Caregiver Burden) and then we examined the overall effects on depressive symptoms. Therefore, in Step 1, demographics, resources, and memory problems were entered as predictors of Environmental Mastery. In Step 2, those variables and Environmental Mastery were entered as predictors of Burden, and then in Step 3, the protective conditions (Management of Meaning and Social Provisions) were added as predictors of Burden. Finally, in
Step 4, all variables were entered as predictors of depressive symptoms (Table 3) . This blockwise regression method enabled us to test systematically elements of the stress process model as predictors of care partner depression.
The final model revealed that eight variables accounted for 57% of the variance in depressive symptoms among PCPs. Demographic characteristics indicating poorer health and lower importance of religion were associated with more depressive symptoms. The personal resource, better knowledge about dementia, was associated with fewer depressive symptoms. The stressor of being more bothered by memory loss symptoms contributed to a higher level of depressive symptoms, as did intrapsychic strain, signified by reduced environmental mastery and greater perceived burden. More frequent coping by managing the meaning of the situation and having more social support were significantly associated with elevated depressive symptoms.
Discussion
In one of the few studies of persons assisting adults diagnosed with MCI, we adapted the caregiver stress process model (Pearlin et al., 1990) to examine contextual conditions, stressors, and strains potentially associated with psychological well-being during this early caregiving stage. Our findings provide information about care partners' knowledge, perceptions, and coping strategies, as well as variables associated with elevated depressive symptoms. Thus, they confirm the suitability of the adapted caregiver stress process model for use in research on early caregiving situations such as MCI. These findings also reveal crucial needs that could be addressed by health care professionals and community practitioners.
Effects of MCI on Care Partner Well-Being
Depressive Symptoms.-Our mean for the CES-D of 0.19 on the 0-1 scale is equivalent to 3.87 of 20 points, which falls within the minimal symptom range. The frequency distribution revealed that 21% of the care partners reported no depressive symptoms, 66.5% reported between one and eight, and 12.5% reported nine or more, with the latter group indicative of clinically significant depressive symptoms (Blazer et al., 1991) . The proportion displaying a clinically significant number of depressive symptoms is higher than the 9% reported in national surveys of the general population of older adults (Blazer et al.) but lower than the 24.6% found by Lu and colleagues (2007) in an analysis of caregiver data from the Alzheimer's Disease Cooperative Study MCI trial. It may be that the participants in the Lu and colleagues' study had been providing care longer than ours or the PWMCIs in that study had poorer cognitive functioning. Nevertheless, it is clear that assisting persons with MCI places care partners at risk for elevated depressive symptoms.
Background and Context.-A variety of family members and friends, representing a range of ages, are serving as care partners for older adults diagnosed with MCI. Characteristics such as race, education, employment status, income, and religion ran the gamut, illustrating that MCI is not linked to any particular population subgroup (Tervo et al., 2004) . As would be expected given gendered mortality patterns, most of the care partners were wives of men diagnosed with MCI who lived with their husbands and reported good health. The significant effects of poor health and low religiosity on depressive symptoms confirm previous findings about the connection between these personal characteristics and poor mental health (Blazer et al., 1991; Levin & Chatters, 1998) .
The care partners brought, on average, good levels of personal resources to the MCI situation, including generally positive views of aging and of formal services for older adults and fairly accurate knowledge about dementia. We assumed that possessing such resources contributes to effective coping with any difficulties related to having a relative with MCI. The significant correlation of Community Services Attitudes with depressive symptoms and the regression finding that better knowledge about dementia was related to fewer depressive symptoms confirm this assumption. We also anticipated that those who are thinking about future needs and making plans for them will be able to accommodate to future changes in the PWMCI more effectively and thus be less distressed about the MCI situation. This expectation was not confirmed by the correlation or regression analyses, however. Given that care partners had assumed Table 3 
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Step 1: Mastery
Step 2: Burden
Step 3: Burden
Step 4 the care role relatively recently, it is not surprising that they had only begun to plan for the future, yet they were open to considering a variety of care options should the need for one arise.
Stressors and Strains.-Having difficulty with the older adult's MCI-related behavior, low sense of mastery and high feelings of burden were significantly correlated with depressive symptoms and contributed significantly to the variance in depression as shown in the final regression model. Moreover, the open-ended comments revealed that even at this early caregiving stage (Aneshensel et al., 1995) , at least some care partners are quite distressed by behavioral changes they are observing in the older adult with MCI. In addition, not only was their relationship with the PWMCI changed, many also felt isolated from their larger social network. The care partners' sense of self often appeared to be threatened as they noticed themselves losing patience and becoming angry with the PWMCI.
Protective Factors.-Ordinarily, one would expect more frequent use of coping strategies to mitigate negative outcomes. In this study, though, higher scores on the Management of Meaning Scale were associated with more depressive symptoms. It may be that in the context of an ambiguous situation such as MCI (Blieszner, Roberto, Wilcox, Barham, & Winston, 2007) , greater attempts to make sense of the condition yield distress rather than positive feelings. For example, as revealed in our coded transcripts, during the interviews, care partners expressed frustration about their inability to find comprehensible information about the causes and likely trajectory of MCI. Discovering that physicians could not give them a definitive prognosis led to worry and anxiety, likely reducing care partners' psychological well-being.
The majority of care partners reported having a supportive social network. Information gleaned during the interviews suggests that usually one key person in the care partners' social networks provides them the majority of support, whereas others play a more peripheral role in their lives. Our finding that perceived social support did not allay depressive symptoms corresponds to an analysis of 35 elder caregiving studies in which 61% of the associations between support and caregiver adjustment were not significant (Smerglia, Miller, Sotnak, & Geiss, 2007) . Perhaps the general support assessed in the Social Provisions Scale is not particu-larly relevant to the specific and immediate needs of care partners. Concern expressed by family and friends, noted by PCPs during the interviews, might actually reinforce care partners' awareness of changes in their loved one, contributing to depressive symptoms rather than relieving them. Also, care partners reported that family tensions often arose from relatives' lack of understanding of the PWMCI's memory loss and inattentiveness to the care partners' emotional and instrumental needs, reflecting responses associated with early caregiving (Aneshensel et al., 1995) . Many care partners remarked that they did not feel free to leave the PWMCI alone while they socialized with family and friends. Having social support available, but feeling unable to take advantage of opportunities to do enjoyable activities with others, may have increased the risk for depressive symptoms. Some care partners mentioned that they received offers of help but declined them, preferring to defer assistance until they need it more than at present. This indicates awareness that the need for assistance is likely to be greater in the future, which could also contribute to having more depressive symptoms.
Summary.-Our findings confirm and extend those of other studies in the emerging literature on care partner responses to MCI. Findings from descriptive studies (with Ns ranging from 11 to 34 PCPs) have illustrated care partner perceptions of changes in persons with MCI, and the resulting demands and responsibilities most likely to contribute to care partner distress, anxiety, and burden (Adams, 2006; Frank et al., 2006; Garand, Dew, Eazor, DeKosky, & Reynolds, 2005; McIlvane, Popa, Robinson, Houseweart, & Haley, 2008; Razani et al., 2007) . Our mixed-method design with a larger sample permitted assessment of a theoretically grounded set of predictors of psychological well-being using inferential statistics elaborated by rich narrative data. We identified an array of variables indexing resources, perceptions of behavior problems and burden, mastery, coping, and support that accounted for a substantial proportion of variance in care partner depressive symptoms.
Practice Implications
Early identification of memory loss has profound implications for clinical practice and the delivery of health care and social services to older individuals and their relatives (Chao et al., 2008) . According to our findings, multiple contextual and psychological variables contribute to reports of depressive symptoms among care partners of persons with MCI. Thus, our findings suggest the need for education, counseling, and mental health services to assist family members in this early caregiving stage in dealing with stress, burden, and changes in their relationship with the person with MCI. Based on the interview data, strategies aimed at reducing excessive self-blame, enhancing care partners' ability to cope effectively with frustration and anger, and sustaining their sense of mastery would enable them to have more confidence in their ability to manage the uncertainties of MCI satisfactorily. Encouraging care partners to attend to their own health and take time out for themselves would promote psychological well-being, as would reminding those who value religion to employ religious coping.
Aligned with these suggestions is the need for enhanced relationship skills associated with effective communication and management strategies when typical roles and interaction patterns are changing. The difficulty for some care partners was lodged in their relationship with the person with MCI, but for others, it was located in their inability to gain assistance and understanding from family and friends. Even though the persons with MCI did not need the kind of caregiving associated with dementia, it was clear that some care partners could benefit from learning to claim respite for themselves. Based on the similarity of these findings to those reported in more advanced caregiving situations, it appears that evidence-based interventions demonstrated to be effective with family caregivers (Gallagher-Thompson & Coon, 2007) may also be suitable for MCI care partners.
Future Directions
The findings from this investigation contribute important insights into the responses and needs of care partners for those with early memory loss, who may become caregivers in the future. Nevertheless, some limitations in this study point to future research directions. First, securing families in which MCI was medically diagnosed necessitated relying on memory clinics for our sample. Based on our experience and confirmed by others (Dunlop, Manheim, Song, & Chang, 2002) , members of minority groups are less likely to seek clinical evaluation than Caucasians. Thus, results from our mostly White sample may not generalize across all racial-ethnic groups. Investigations employing community participatory research methods (Corbie-Smith et al., 2007) may motivate participation of families from minority groups in MCI research. Also, our participants were not involved in MCI support groups, so these findings may not extend to family members who participate in such groups. Examining the effectiveness of MCI support groups is warranted. Second, these findings present a crosssectional account of the initial responses of care partners to MCI. Although the scale results suggest that any behavior problems of the persons with MCI are typically minor and perceived burden is low, interview data revealed strain even at this early stage of cognitive impairment. Thus, it is important for future research to track changes in stressors and strains as time passes. Analyses from longitudinal data, which we are now conducting, will elucidate connections between changing cognitive functioning among the PWMCI and subsequent responses of their care partners, who will transition to the caregiver role if MCI progresses toward dementia.
